
tive of widowed individuals in the sampled region. There is
no basis for assuming that study participants would provide
more support for the stage theory than study nonpartici-
pants. Because we sought to focus on the normative rather than
extreme responses to loss, we removed cases of prolonged grief
disorder, and excluded cognitively impaired individuals. By
“normal” we refer to the statistical norm (or average) bereave-
ment response, not to a subjective judgment of what is or is
not normal. As Dr Weiner notes, replication in other con-
texts (traumatic modes of death, different cultures) is needed.

Silver and Wortman claim that our data were not ana-
lyzed longitudinally and that our analytic strategy would
mask within-participant fluctuation in response over time.
However, the data were analyzed longitudinally (Table 2 in
our article). In addition, the regression models included time
from loss as an independent variable. Consequently, time
was factored into the analyses; the analyses were not cross-
sectional. Silver and Wortman also are concerned that the
analyses would inflate apparent across-time differences. How-
ever, random selection of observations in the regression
analyses served to remove bias and dependence between ob-
servations, thereby generating unbiased results.

Drs Bonanno and Boerner state that single-item indica-
tors represent a methodological flaw because these items were
unreliable. However, these items have been evaluated and
found to be among the most informative and unbiased in
the evaluation of prolonged grief disorder.2 The assertion
by Bonanno and Boerner that the stage model “lacks ex-
planatory value” belies the fact that it predicts the se-
quence of peaks that emerged from the data. Nevertheless,
we agree that the finding that acceptance is the most com-
monly reported response (even soon after the death) lends
support to research indicating that most bereaved individu-
als show great resilience in the face of loss. Understanding
of normative responses to loss requires careful empirical
study. Although the results reveal some discrepancies with
the theory, they suggest that stages of grief remain an im-
portant construct for understanding bereavement.
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Posttraumatic Stress Disorder
and Cognitive Behavioral Therapy

To the Editor: In their study of the treatment of women
with posttraumatic stress disorder (PTSD), Dr Schnurr
and colleagues1 reported the superiority of prolonged
exposure over present-centered therapy. We believe that
their use of present-centered therapy as a comparison
group is problematic.

Present-centered therapy was described as “clinically
relevant” and as a “control for the nonspecific benefits of
therapy.” Present-centered therapy was used so that the
effects of prolonged exposure could be attributed to pro-
longed exposure rather than the purported “benefits of
good therapy.” Present-centered therapy, however, did
not appear to represent a bona fide therapy. The treat-
ment was described as primarily involving discussion and
review of “general daily difficulties,” specifically prohibit-
ing any exposure or cognitive restructuring. Their meth-
ods article discusses present-centered therapy in more
detail, stating that if the patient mentions “trauma-related
issues, the therapist gently redirects her to discuss other
material.”2

It is difficult to understand how a therapy for PTSD that
forbids all discussion of trauma-related material can be con-
sidered fully therapeutic, as trauma is a core component of
the disorder. Indeed, present-centered therapy seems to more
accurately resemble a weak placebo intervention than a bona
fide psychotherapy. Its description does not reference any
established approach to psychotherapy. It appears to not be
based on any psychological process, to prohibit discussion
of relevant issues, and to contain no active ingredient (eg,
exposure, addressing recurring relationship patterns). In-
terventions that lack such ingredients generally perform
worse than therapies that are fully intended to be therapeu-
tic.3,4

The authors state that present-centered therapy is typi-
cally used for women in the Department of Veterans Af-
fairs (VA) system with PTSD.5 However, while in the cur-
rent trial present-centered therapy was delivered according
to a manual, less than 10% of VA therapists use treatments
according to a manual.5 Many VA practitioners at least oc-
casionally use exposure techniques and restructuring of
trauma-related thoughts, both of which were forbidden in
the present-centered therapy manual.5 An estimated 70% to
80% of VA clinicians use coping skills training during their
treatment of PTSD patients,5 while the present-centered
therapy used by Schnurr et al contains no reference to any
skill-building component.
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St Paul, Minn
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In Reply: Psychotherapy research is challenging because
of the absence of simple placebos used in medication
trials. In response to Dr Spielmans and Ms Gatlin, all psy-
chotherapies contain nonspecific elements that occur
within the context of a positive psychotherapeutic rela-
tionship, including emotional support, decreased isola-
tion, mobilization of hope, and an increased sense of
mastery.1 Controlling for these factors when studying the
effects of a particular treatment is essential to determine
whether there are specific effects of that treatment
beyond the effects of these often-powerful elements. This
was the intent of present-centered therapy. Thus, Spiel-
mans and Gatlin are correct in saying that present-
centered therapy did not specifically reference any estab-
lished therapeutic approach, although we note that
present-centered therapy contained elements of support-
ive therapy, one of the most commonly practiced treat-
ments.2

However, other aspects of their characterization are in-
correct. Present-centered therapy was based on psychologi-
cal process, allowed discussion of relevant issues (current
problems), and contained active ingredients. Present-
centered therapy included psychoeducation about re-
sponses to trauma, normalizing these responses, and in-
creasing insight into their influence on current problems.
The broad goals were to use the therapeutic relationship to
increase a sense of connection and to use problem-solving
strategies to increase a sense of mastery. Therapists could
use a range of supportive and insight-oriented interven-
tions.

Trauma focus was not merely avoided. Patients were pro-
vided with a rationale for the present focus in a manner
equivalent to the provision of a trauma-focused rationale
in prolonged exposure. Therapists who delivered present-
centered therapy fully acknowledged and validated each pa-
tient’s trauma history and the painful consequences of hav-
ing experienced trauma. Achieving greater insight and
support around the consequences of trauma was a key in-
gredient in present-centered therapy. Based on reports of
present-centered therapy supervisors (who viewed therapy
sessions on videotape), the need to redirect patients from
discussing trauma occurred infrequently and did not pose
difficulties.

Patients found present-centered therapy to be credible.
Present-centered therapy and prolonged exposure
patients had comparable ratings on a measure of expec-

tancy of therapeutic outcome. Average ratings on a 0 (not
at all) to 8 (extremely) scale were 6.8 in present-centered
therapy and 6.6 in prolonged exposure for how logical
the treatment seemed, and 5.6 in both groups for expec-
tations that the treatment would reduce trauma-related
symptoms. Patients also liked present-centered therapy.
Treatment satisfaction was high in both groups. Dropout
was significantly lower in present-centered therapy than
in prolonged exposure. Furthermore, present-centered
therapy led to an improvement of 22.8% on our primary
PTSD measure. Although prolonged exposure led to
even greater improvement—31.8%—program evaluation
data show improvements of 5% or less following a com-
parable amount of treatment in VA women’s PTSD pro-
grams.3

Whether explicitly focusing on traumatic experiences
is necessary for treating trauma survivors is not a settled
issue. Stress inoculation4 and interpersonal therapy5

(which, like present-centered therapy, addresses current
social and interpersonal difficulties) are among the viable
alternatives that do not focus on trauma. Within this con-
text, present-centered therapy was much more than a
placebo—it served as a credible but nonspecific compari-
son treatment.
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